Background: Gender and lower socioeconomic status are associated with smoking.
Introduction
People of low socioeconomic status are more likely to be less healthy than those of higher socioeconomic status, thus increasing their risk of noncommunicable diseases (NCDs) (1).
Smoking is the primary cause of preventable NCDs and death, especially in developed countries (2). Smoking is the biggest health risk for heart diseases, various cancers, lung diseases and fertility problems, and it accelerates many other chronic illnesses (2). According to the World Health Organization (WHO), smoking prevalence in different regions of the world varies between 10% and 32% (3). In Europe, 41% of men and 22% of women smoke cigarettes, the highest rate of smoking for women in the world (3). In 1997, surveys demonstrated that more than 42% of men over the age of 25 years and just under 10% of women over 25 years were smokers in Turkey (4). Another study showed that smoking prevalence decreased by 42% between 1995 and 2008 in Turkey (5) . According to the Turkish Global Adult Tobacco Survey conducted in 2008 and 2012, smoking prevalence had decreased by 13% in adults (6).
In order to prevent smoking, various measures have been taken, such as raising the price of tobacco products, media campaigns intended for public education, and reducing the ways to get tobacco. However, the effectiveness of such measures depends on a variety of factors such as the financial, educational, social and demographic circumstances of the society (2).
According to WHO, "The social determinants of health are the conditions in which people are born, grow, work, live, and age, and the wider set of forces and systems shaping the conditions of daily life. These forces and systems include economic policies and systems, development agendas, social norms, social policies and political systems." (7) . Socioeconomic determinants of health include age, gender and socioeconomic status. The most common indicators of socioeconomic status in modern industrialized populations are income, education and occupation (8). Income is often used as an indicator of socioeconomic status, but income is closely related to education and occupation. In many studies they are highly correlated and they can all be used to understand how socioeconomic status affects health behaviour (8). In addition, social class is defined as the degree of control over investments, decision-making, other people's work, and one's own work and is used to classify the socioeconomic status of people (8).
Reducing smoking prevalence to less than 12% was a goal of Healthy People 2020, but it has been achieved only for some population groups with higher education and income in the United States of America (USA) (9). Furthermore, success in decreasing smoking prevalence has been considerably slower in populations of low social status, as designated by low income, low levels of education, unemployment and blue-collar work (9). Smoking prevalence varies according to income level, educational status or occupational class (9-11), and lower socioeconomic status is a risk factor for increased smoking, especially in developed countries, and people of lower socioeconomic status are less concerned with smoking cessation (10,11). The smoking rate among individuals of a society has 4 phases. In the first phase, smoking is rare in a society and restricted to the higher socioeconomic groups. In the second phase, smoking spreads among men and into other social classes. Although women take up smoking 10-20 years later than men, smoking also spreads among women, again beginning with the higher socioeconomic groups. In the third phase, smoking among the higher socioeconomic groups abruptly declines in men, but reaches a peak in women. In the fourth phase, smoking declines in general, but is widespread among the lower socioeconomic groups (12, 13) .
Although in recent years smoking rates have been declining in Turkey (6), it may be important to protect disadvantaged groups more than before. It is crucial to evaluate all the factors influencing smoking habits in order to determine preventive public health policies. Thus, the prevalence of tobacco use needs to be evaluated according to various socioeconomic factors in different districts of Turkey.
The socioeconomic factors of smoking behaviour have been assessed in studies in Balcova, Turkey which were based on individuals in smoking cessation clinics (14, 15) . The aim of this community-based study was to determine the association between cigarette smoking and socioeconomic factors in Balcova, with specific focus on gender differences.
Methods

Study design, location and population
This cross-sectional, community-based study was a part of the BAK project which aims to reduce cardiovascular disease (CVD) incidence and prevalence through reducing the risk factors (16, 17) . The study population was 36 187 people over 30 years of age living in Balcova District of İzmir, Turkey in 2007. The baseline study started in October 2007 and was completed in May 2009. All the study population (36 187 people) were invited to participate in the survey, and 16 080 (44%) consented to participate. In this analysis, people whose data were incomplete were excluded so 15 174 (42%) people were finally evaluated.
Data collection
Data were collected through questionnaires completed by the interviewers (16,17), and participants were interviewed at home. The interviewers were given information on the aims and background of the project and training on the questionnaires, communication skills, and risk factors of CVD diseases. A guideline was used during the interviews.
Data were collected on smoking status, defined as: current smoker: those who reported cigarette smoking every day or some days in the past month; ex-smoker: those who reported cigarette smoking in their lifetime, but who had not smoked for at least 1 month; never smoker: those who reported never smoking in their lifetime.
Participants were asked about the type of smoking (cigarettes, cigars, pipes and waterpipes). In this study only cigarette smoking was evaluated because smoking cigars, pipes or waterpipes was always additional to smoking cigarette. Data were also recorded on age, gender, marital status, educational level, occupational class, working status, health insurance and having a chronic disease. We stratified the sample by gender because smoking and working status were very different in men and women as reported in other studies in Turkey (6, 18) . Marital status was categorized as: married and other. Educational level was categorized as: completed primary school (or less); secondary school; high school; and university or higher. Low educational level was defined as completing primary school or less. Occupational class was categorized as: being an employer; self-employed; white collar worker; blue collar worker; and unemployed or having no regular income (19). Low occupational class was defined as being unemployed or having no regular income. We categorized the working status for women as: worker (having income-generating work) and non-worker. Having a chronic disease was defined as having a disease such as hypertension, diabetes mellitus, coronary heart disease, cerebrovascular disease, hypercholesterolaemia or cancer for at least 6 months.
Data analysis
Results are expressed as means and standard deviations (SD) or as percentages, and odds ratios and confidence intervals in the logistic regression analysis.
We analysed the association between educational level, marital status, having health insurance, having a chronic disease, occupational class, working status and smoking status by using the chi-squared test and logistic regression analysis.
Logistic regression analysis was performed separately in men and women. A large number of women did not work, therefore occupational class was excluded from the logistic regression model for women. Smoking status was the dependent variable, and we included the independent variables that were significantly associated with smoking status in the univariate analysis in the logistic regression analysis. SPSS, version 15.0 was used for data analysis. P Ethical considerations Dokuz Eylul University Ethical Committee reviewed and approved the study protocol (337/2007). Verbal and written consent was obtained from all the participants.
Results
Of the total population of people over 30 years of age living in Balcova District of İzmir, 15 174 (42%) participated in the study. Descriptive characteristics of the participants are shown in Tabl e 1 . Most of the participants were women [10 042 (66.2%)] and 8 147 (53.7%) had completed primary school or less. The mean ages of the men and women were 53.1 (SD 13.1) years and 51.3 (SD 13.2) years respectively. The majority of the participants (80.4%) were married, 90.5% had a health insurance and 41.9% had a chronic disease. As regards smoking, 34.7% of the participants (41.7% of men, 31.2% of women) were current smokers, 20.2% (33.1% of men, 13.5% of women) were ex-smokers and 45.1% (25.2% of men, 55.3% of women) had never smoked. Being a current smoker or an ex-smoker was more common in men than women.
Smoking status, age group, educational level, marital status, occupational class, working status and having a chronic disease were significantly different in men and women (P Tables 2 and 3 show the socioeconomic characteristics of the men and women according to smoking status. In both men and women, being a current smoker was significantly more common in people who did not have any health insurance and who did not have a chronic disease (P Table 4 shows the results of the multivariable analysis of the characteristics associated with smoking status in men. Men who had high school education or below, were unemployed or had no regular income, who were blue collar workers, who had no health insurance, and who did not have a chronic disease were significantly more likely to be a current smoker (P Table 5 shows the results of the multivariable analysis of the characteristics associated with smoking status in women. Women who had high school education or lower had higher risk of being a current smoker than women who had university or higher education (P
Discu ssion
In this study, while blue-collar workers or unemployed men and men with lower education were more likely to be a current smoker, in women, having a higher education level and working were associated with higher smoking rates.
Several studies have also reported that lower educational level, being a blue-collar worker and having a lower income were associated with increased smoking rates in men (13, (20) (21) (22) . In addition, similar to our findings, other studies have reported that higher educational and social status predisposed to smoking (13, 21, 22) . Most studies report a lower smoking prevalence among women than men (23-25). This may be related to women's attitudes to smoking (26). Smoking prevalence is differentiated by gender. In the beginning of the 20th century in Western countries, smoking was largely restricted to males and it was an inappropriate and shameful behaviour in women (26, 27) . This lower rate of smoking among women continued until smoking in women became more accepted by society. Indeed, the gender gap in cigarette consumption has narrowed because smoking among women has been spreading rapidly since the 1920s, especially in working women (27): employed women have had more access to money with which to buy cigarettes. Moreover, smoking was seen as a symbol of gender equality, independence and modernity (26). Recently, because of low rates of smoking among women, the tobacco industry has targeted women, especially in developing countries (28). Some tobacco companies target women through commercials with messages that smoking signifies freedom, independence and power (29). This concurs with our finding that single women had a higher risk of being a current smoker. However, a study in Serbia found that living alone or being divorced significantly increased the prevalence of smoking in both sexes (21) . According to a Korean study, the age-adjusted smoking rate for the unmarried was higher than for the married in both sexes (30). However, in our study, there was no relationship between men's smoking habits and their marital status.
As reported in other studies (31-33), our study shows that unemployment was associated with a higher smoking prevalence in men. However, no association was seen between unemployment and being a current smoker in women in our study. Although, Balcova is one of the most developed districts of Izmir, participation of women in the workforce is lower than men (18). Therefore, unemployment may not be an indicator of social status among women.
In our study, ex-smokers were defined as people who reported cigarette smoking during their lifetime but had not smoked for at least 1 month before being interviewed. Thus, we evaluated smoking cessation as being an ex-smoker. Our study did not show an association between being an ex-smoker and educational level for either gender. A study conducted in Vietnam indicated that higher educational level increased the likelihood of the decision to stop smoking (34). Studies have found that more highly educated people are more successful in smoking cessation (21, 34, 35) .
It has been reported that more employed men quit smoking than unemployed men (36) (37) (38) , which is what we found in our study. However, there was no relationship between working status and being an ex-smoker among women in our study.
People who did not have a chronic disease were more likely to be current smokers, in both men and women in our study. Furthermore, having a chronic disease was significantly associated with being an ex-smoker in both sexes. A study in Turkey in 2009-2011 showed higher smoking cessation success among those with a chronic disease, especially among elderly people who had at least 1 chronic disease (14) . Another study demonstrated that one of the most common reasons for smoking cessation was doctors' advice after the diagnosis of a chronic disease (39).
Our population-based study included a very large group from an urban district. This large number provided an opportunity to show the association between social characteristics and smoking habits in the community. However, our study has some limitations. The data on smoking habits were self-reported, and were recorded in face-to-face interviews with the participants. The low participation rate of men and employed women was the main limitation. Because of this, women's smoking habits could not be evaluated according to occupational class. We did not evaluate the differences of social status between the participants and other people who live in Balcova who did not agree to participate to the study because data were not recorded on the non-participants. Although financial circumstances may indicate social status, we had no data on their economic status or income. Our study included people over the age of 30 years, so the social factors related to smoking in those under 30 years of age were not evaluated.
This study highlights that the socioeconomic circumstances of the population play an important role in determining their smoking habits. Tobacco control strategies should be devised with the characteristics of the target population in mind. Some strategies are more effective in preventing smoking among populations of low socioeconomic status, such as prohibiting smoking in all indoor spaces with comprehensive smoke-free air laws, increasing tobacco prices, and providing accessible, affordable and evidence-based smoking cessation services. Hard-hitting mass media campaigns targeting less advantaged populations can help improve awareness among this sector of society about the hazards of tobacco smoking (9).
Conclusions
Socially disadvantaged groups of men, especially those who had a low level of education or were unemployed, were more likely to be current smokers, and smoking cessation was lower in these groups. The relationship between socioeconomic factors and smoking habits showed differences between men and women. More population-based countrywide studies should be done to understand the trends in smoking as they relate to socioeconomic factors. Socioeconomic factors should always be taken into consideration when planning and implementing smoking cessation policies. Competing interests: None declared.
Facteurs socio-économiques associés au tabagisme en Turquie : étude populationnelle transversale Résumé
Contexte : Le genre et un faible niveau socio-économique sont associés au tabagisme.
Objectifs : La présente étude avait pour objectif de déterminer l'association entre les facteurs socio-économiques et la consommation de cigarette à Balçova, dans le district d'Izmir en Turquie, en se concentrant sur les différences entre les sexes.
Méthodes : La population de l'étude était constituée de l'ensemble des hommes et des femmes (36 187) Résultats : Sur les 36 187 sujets de l'étude, 16 080 (44 %) ont accepté de participer et 15 174 (42 %), pour lesquels des données complètes avaient été fournies, ont fait l'objet d'une évaluation. Il s'agissait en majorité de femmes (66,2 %) ; l'âge moyen des hommes et des femmes étaient 53,1 (ET 13,1) et 51,3 (ET 13,2) respectivement. Les fumeurs au moment de l'étude étaient plus nombreux parmi les hommes (41,7 % contre 31,2 % de femmes) et davantage d'hommes étaient des anciens fumeurs (33,1 % contre 13,5 % de femmes), tandis que davantage de femmes n'avaient jamais fumé (55,3 % contre 25,2 % d'hommes). Pour les femmes, être mariées et avoir un faible niveau d'éducation étaient associés au fait de fumer et d'avoir fumé (p Conclusions : Les groupes socialement défavorisés, particulièrement ceux ayant un faible niveau d'éducation ou les hommes sans emploi, étaient plus susceptibles d'être fumeurs et le sevrage tabagique était moins fréquent dans ces groupes. Les habitudes liées au tabagisme variaient entre les hommes et les femmes. Les facteurs socio-économiques devraient toujours être pris en compte dans l'élaboration de politiques concernant le sevrage tabagique.
‫دراﺴﺔ‬ ‫ﺗرﻜﻴﺎ:‬ ‫ﻓﻲ‬ ‫اﻠﺘﺒﻎ‬ ‫ﺑﺘدﺨﻴﻦ‬ ‫اﻠﻤرﺘﺒﻄﺔ‬ ‫واﻠاﻘﺘﺼادﻴﺔ‬ ‫اﻠاﺠﺘﻤاﻌﻴﺔ‬ ‫اﻠﻌواﻤﻞ‬ ‫ﺳﻜاﻨﻴﺔ‬ ‫ﻣﻘﻄﻌﻴﺔ‬
